IntroJuction
The syphilis era: 1939-71 The United States Federal Government has provided grants to states to support venereal disease control programmes since 1939 (Anderson, 1965a) . For most of these years, syphilis control was the main objective. In 1972, however, this assistance was increased to $22 3 million (more than trebling the annual amounts paid during the previous decade, Fig. 1 ) and a national gonorrhoea control programme began. Although partly a symptom of changes in the field of venereal disease, the new federal initiative has itself stimulated change, and this article gives a brief overview of the current situation.
Actual appropriation (grant)"
Anderson reviewed venereal disease control in the United States between 1912 and 1964 (Anderson, 1965a . He described the initiation of the grant in 1939, the establishment of rapid treatment centres for treating syphilis and gonorrhoea during the early 1940s as an emergency wartime measure, and the postwar dismantling of the control apparatus between 1946 and 1955, and this story does not need to be told again here. However, two events should be singled out for special comment. These are the discovery of penicillin as a cure for syphilis, and the postwar decision to terminate direct federal assistance for treating patients with venereal disease. Penicillin left a paradoxical legacy: it works so well that it obviates the need for routine inpatient care, and the dramatic decrease in the incidence of syphilis in the early 1950s ( Fig. 2) From the many changes which accompanied this national commitment to control gonorrhoea, there were tWAb in particular: one concerned the sexually transmitted diseases (STDs) as a group, and the other was a modification of strategies for the prevention of syphilis and gonorrhoea.
Federal concern with gonorrhoea quickly broadened to include other common STDs. Since accurate diagnosis of gonorrhoea is a prerequisite for control, clinics received strong encouragement to provide services for microscopical examination and gonococcal cultures. These services, in turn, improved clinic capacities for diagnosing non-specific urethritis, trichomoniasis, candidiasis, Corynebacterium vaginale vaginitis, and genital herpes infection. Now, adding genital warts, pediculosis, scabies, molluscum contagiosum, and the traditional venereal diseases of syphilis, chancroid, lymphogranuloma venereum, and granuloma inguinale to this list, at least 14 conditions could be diagnosed in an STD clinic.
Improved diagnostic facilities stimulated national concern with the STDs as a group. A second stimulus was the increasing incidence of the diseases themselves (a fact given frequent anecdotal support, but which is only now being documented nationally by prospective data gathered from selected clinics). A third stimulus, however, has resulted from the follow-up and contact referral strategies used with gonorrhoea patients. As opposed to the syphilis programme, in which the public health worker could follow-up each infectious case, gonorrhoea control placed the main burden of compliance on patients and their sex contacts. This made it essential that the clinical services should become responsive to patient needs, and hence be broadened to include the common STDs. Although progress is being made, we are still far short of this goal.
Modifications have been made to both syphilis and gonorrhoea control. Between fiscal years 1969 and 1976, the proportion of men with primary and secondary syphilis who named other men among their sexual partners increased from 24 % to 46-3 % (Fig. 4) or by homosexuals) which were accessible and acceptable to them. A modification of syphilis interviewing strategies was also introduced during this period. Dubbed 'the lot system', it asked investigators to analyse all epidemiologically linked cases (grouped into one 'lot'), and to determine reinterview and field investigation priorities according to each person's claimed contribution to syphilis transmission as a member of this group. Supervisors are encouraged to assist case workers in the compilation and analysis of these lots. We believe that the combination of improved data with increased supervision has improved the effectiveness of control in towns with a high incidence of syphilis in which this system has been employed.
The modifications to syphilis control were minor, however, compared to those in the gonorrhoea programme. The aim in 1972 was to find asymptomatically infected women, since they were believed to constitute the main disease reservoir leading to the infection and reinfection of men. Men were considered less important disease transmitters since it was felt that most, stimulated by symptoms, would seek early treatment.
By 1975, this view had changed. It was claimed that most gonorrhoea transmission could be attributed to a few persons (the core) who had several partners and a high prevalence of disease. A proportion of the core was thought to consist of persons who did not suspect they were infected; persons with slight symptoms and signs who had not been warned by a sex partner that they might be infected. A larger proportion, however, was thought to consist of persons who knew they might have gonorrhoea, but whose attitudes towards health matters in general led them to do little or nothing about it. These individuals were apt to delay seeking care, and to continue sexual relations in spite of genital symptoms or signs or after being warned by a partner they might be infected. They were apt to comply poorly with treatment and follow-up recommendations, and to take little initiative in helping to ensure that their sexual partners were warned they had been exposed. After treatment, they were soon likely to become reinfected.
The challenge was to design control strategies which permitted a maximum of resources to be concentrated on the core, where the greatest impact on disease transmission was expected. A set of such strategies was described in mid-1975 and circulated to state and local health departments (Henderson, 1975) . They recommended that post-treatment cultures (one week after treatment) and re-screening cultures (four to six weeks after treatment) be provided for infected persons, and that priority be given to providing counselling and contact referral services to patients in whom follow-up cultures were positive. A positive culture was interpreted as presumptive evidence that patients and/or their sex partners were members of the core, or that the patients were carrying gonococci which had increased resistance to the antibiotics used. Either interpretation suggested a strong public health rationale for follow-up, reinforcing the recognised benefits from the point of view of the individual's health. In recommending follow-up cultures for men as well as women, and in recommending cultures for all sexual contacts of infected patients, they emphasised the significance of asymptomatic persons of both sexes as gonorrhoea transmitters.
The strategies also included a recommendation for more cultures to be taken from women with pelvic symptoms who presented at outpatient departments (particularly emergency rooms). Since 1972, it had been known that many cases of gonorrhoea and gonococcal pelvic inflammatory disease were being missed, and that the male partners of such symptomatic women were frequently asymptomatically infected and were therefore likely to be disease transmitters. These strategies confirmed the importance of providing competent and compassionate clinical services.
The trends of both syphilis and gonorrhoea in the United States changed substantially during 1976 (Center for Disease Control, 1977) . Early syphilis (primary, secondary, and early latent) declined by 4-1 %, the first decline since 1967, while gonorrhoea increased by 04 Y%, the smallest increase since 1962 (provisional data).
Because it remains well beyond our capacity to measure the influence of the myriad of factors which affect actual, as well as reported, disease incidence it is not possible to prove that control measures since 1972 have been either a main or a contributory factor associated with these changes. My personal belief is that they have been the dominant factor for both diseases (although less so with gonorrhoea because of its short incubation period and the increased difficulty of reaching and treating exposed sexual partners in time to prevent further spread).
It is also difficult to judge the contribution of each method of control. (Fig. 1) . A second problem, the dimensions of v.'hich are still being defined but which promises to be both serious and on a large scale, is the emergence of the penicillinase-producing strains of Neisseria gonorrfzoeae.
Eventually, we may find a variety of preventive community health services which now often receive federal support (such as, venereal disease, immunisation, family planning, maternal child health, and environmental health services) becoming integrated into broadened health care planning and national health insurance programmes. This may entail a transition period of uncertainty (and perhaps weakened impact) during which issues of payment sources ard mechanisms, authority and accountability for operations, and the nature of the programmes are resolved.
AltJhough research discoveries, continued c'hanges in sexual behaviour, and chianges in the infectious agents themselves will undoubtedly alter the specific content of STD control programmes, it seems certain that this group of diseases will conitinue to pose significant national and international health threats for the foreseeable future. The Venereal Disease Control Division's most challenging tasks in coming years will be to foster the development of more constructive public and professional attitudes toward the STDs, and to contribute to national health policy formulation to assist the United States to improve the calibre of its STD clinical services, while retaining its strength with respect to STD epidemiological services and research.
